Abstract: Denial of human rights, gender disparities, and living in a war zone can be associated with severe depression and poor social functioning, especially for female drug abusers. This study of Afghan women in drug abuse treatment (DAT) centers assesses (a) the extent to which these women have experienced human rights violations and mental health problems prior to entering the DAT centers, and (b) whether there are specific risk factors for human rights violations among this population. A total of 176 in-person interviews were conducted with female patients admitted to three drug abuse treatment centers in Afghanistan in 2010. Nearly all women (91%) reported limitations with social functioning. Further, 41% of the women indicated they had suicide ideation and 27% of the women had attempted suicide at least once 30 days prior to entering the DAT centers due to feelings of sadness or hopelessness. Half of the women (50%) experienced at least one human rights violation in the past year prior to entering the DAT centers. Risk factors for human rights violations among this population include marital status, ethnicity, literacy, employment status, entering treatment based on one's own desire, limited social functioning, and suicide attempts. Conclusions stemming from the results are discussed.
Introduction
Due to its long history of war, Afghanistan has endured extreme poverty, lack of employment, a large refugee population, extreme division of social class, inadequate educational infrastructure, horrific violence, and millions of civilian casualties since 1979. [1] [2] [3] [4] [5] While living in a war-torn country takes its toll on the entire population, the situation in Afghanistan is especially harsh on Afghan women, as they are often considered unequal to their male counterparts and in many cases are subsequently abused, denied education, health care, employment, and other basic human rights. 6, 7 Denial of human rights, gender inequality, and living in a war zone have been linked with severe depression and poor social functioning. [7] [8] [9] Research has shown that such mental health problems are often present among female drug abusers. 10, 11 Further, because Afghanistan is a major source of the global supply of opium and hashish, 12 and because opium is commonly used by Afghans for medicinal purposes, 12, 13 Afghan women face a unique and significant reality in which they have easier access to illegal and psychotropic drugs than they do to drug abuse treatment, education, or health care. While studies have begun to look at this important issue by reporting prevalence of human rights violations and mental health problems among Afghan women, [6] [7] [8] [9] this study builds on prior research by assessing the prevalence of these issues among women with serious substance use problems in drug abuse treatment (DAT) centers in Afghanistan, and examining risk factors for human rights violations among this population.
Women's human rights in Afghanistan
The United Nations (UN) Universal Declaration of Human Rights states that everyone is entitled to the rights set forth in the declaration "without distinction of any kind, such as race, color, sex, language, religion, political or other opinion, national or social origin, property, birth, or other status." And, those rights include: the right to not be subjected to torture, degrading, or inhumane treatment; the right to move about freely within your own country; the right to education and work; the right to marry only with full consent of both parties; and the right to a standard of living for the health and well-being of oneself and family.
14 A UN report on the challenges of human rights and cultural diversity further states, "The right to culture is limited at the point at which it infringes on another human right. No right can be used at the expense or destruction of another, in accordance with international law." 15 The rights set forth in the UN declaration helped guide this study and were referenced when developing survey instruments in order to adequately assess the human rights violations experienced by Afghan women.
The plight of Afghan women became a highly publicized international concern after the Taliban takeover, which imposed extreme gender-based restrictions on women's human rights punishable by harassment, torture, and death. Although Afghanistan has been characteristically a patriarchal society due to religious and cultural beliefs, as well as the societal structure, Taliban rule brought violent enforcement of laws which were more restrictive and oppressive than traditional life was for Afghan women. 16 Rasekh and colleagues 7 found that during this time women reported poor access (77%) or no access (20%) to health care services, occasions in which they were ill and unable to seek medical care (53%), extreme fear when in public (39%), and extreme restricted social activities (68%).
Human rights violations and mental health problems
The harsh realities of living in Afghanistan, including severe gender-based inequalities and human rights violations, have been linked to serious mental health problems among Afghan women. 8, 9 For instance, Rasekh and colleagues 7 reported that when Afghan women were asked about the 2 years post-Taliban occupation, most reported a decline in physical (71%) and mental health status (81%), and a decline in access to health care (62%). Many women reported symptoms of posttraumatic stress disorder (42%), major depression (97%), and significant anxiety (86%).
Amowitz et al 8 found that the majority (70%) of Afghan women in their study from Taliban controlled areas attributed their mental health problems to Taliban official policies toward women. Results showed that severe depression was far more prevalent among Afghan women exposed to Taliban policies (78%) than those living in non-Taliban controlled areas (28%). There were also higher occurrences of suicide ideation (65% vs 18%) and suicide attempts (16% vs 9%), and a higher number of those in Taliban controlled areas indicated that the Taliban contributed "quite a bit" or "extremely" to their suicide ideation or attempts (22% vs 2%).
Four years after the Taliban rule officially came to an end, Cardozo et al 9 reported results which showed that Afghan women, when compared to Afghan men, were still suffering from poor mental health, including greater symptoms of depression (73% vs 59%), anxiety (84% vs 59%), posttraumatic stress disorder (48% vs 32%), and lower social functioning (M = 2.77 vs 3.92). Most of the sample (62%) had experienced four or more traumatic events, and the most commonly reported traumatic events for females included denial of basic human rights such as no access to health care (54%), lack of food and water (52%), and lack of shelter (46%).
The current study
The results of these studies allude to the potential impact that human rights violations have on Afghan women. Although Taliban rule officially ended in late 2001, the aftermath of its influence is still present in Afghanistan. The effects of intense trauma experienced by Afghan women will subsist for far longer, especially because many of them have turned to substance use in an effort to cope with feelings of depression and hopelessness, to ease pain, and cope with repressive lifestyles. 12, 13 Although documented estimates are believed to be low, in 2005 it was estimated that 2% of all Afghan women (120,000) were addicted to drugs. 17 Research shows that women with a history of emotional, physical, and sexual abuse are more likely to engage in substance use as a coping mechanism. 13, 18, 19 Maguet and Majeed 20 posit that addiction is a direct consequence of physical and psychological violence related to conflict-affected countries.
In order to better understand the challenges and problems faced by drug-addicted Afghan women, this study examines (a) the extent to which women in DAT have experienced human rights 
Research methods

Research setting
Due to the significant problem of drug abuse in Afghanistan, the Bureau of International Narcotics and Law Enforcement Affairs, United States Department of State funded the Colombo Plan Drug Advisory Programme to provide training to directors and staff of DAT centers in Afghanistan. The Pacific Institute for Research and Evaluation (PIRE) was hired to assess the implementation of this training and the centers' subsequent treatment success. A total of seven DAT centers were selected by the Bureau of International Narcotics and Law Enforcement Affairs for the evaluation. The current paper utilizes data from three of these DAT centers that are for women and their children only. At the time this study began, these centers were located in provinces considered to be in the "safe zone" of the country and thus least likely to have been disrupted by the ongoing war. It should be noted, however, that there have been reported conflicts in these areas within the past 2 years. The names and locations of these DAT centers are confidential.
Study participants
A total of 176 in-person interviews were conducted with female participants between 0-5 days after completing their detoxification process in the DAT centers. One-hundred seventy-two cases were used for analyses after removing four cases that provided more than one inconsistent response, which is a common quality assurance standard in large national datasets (Monitoring the Future investigators, written communication, December 2007).
Measures Human rights violations
Participants responded yes or no when asked whether they had experienced 10 different human rights violations prior to entering the DAT centers. The authors developed these items, based on numerous online news reports, 21 To better understand various types of human rights violations, we conducted a principal component analysis (sometimes referred to as exploratory factor analysis) with varimax rotations on the ten items. According to Pedhazur and Schmelkin, 23 principal component analysis attempts to characterize the majority of the variability in all items with smaller groupings of items, while factor analysis attempts to group items into scales based on those items with the strongest interrelationships. Computationally, the only difference is distinguished by whether the diagonal elements in the correlation matrix analyzed are set to one (ie, principal component analysis, which assumes all variance is explained) or whether the communalities (ie, the variance explained in other items by a particular item) are used as the matrix diagonal.
We examined two-, three-, and four-component solutions based on eigenvalues greater than one (2.91, 1.80, 1.26, and 1.05). We chose a three-component solution, as it was the most substantively interpretable solution and adding a fourth component resulted only in a one-item component that only accounted for an additional 11% of the variance. The first component accounted for 29% of the variance in the data and the five items (denied food as punishment, threatened with denial of food or shelter by husband/family, forced to live in social isolation, forced to consume drugs, and forced to work in poppy cultivation) were grouped together and termed Maltreatment. The scale had acceptable internal consistency reliability (α = 0.68), and component loadings ranged between 0.83 and 0.31. The second component accounted for 18% of the variance and the three items (forbidden to drive a car, denied education, and forbidden to go out in public without a male relative) represented activities that we termed Gender-based Inequality. This scale also had acceptable internal consistency reliability (α = 0.73), and component loadings ranged between 0.82 and 0.78.
The final component accounted for 13% of the variance and the two items (physical abuse and sexual assault) represented submit your manuscript | www.dovepress.com
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severe forms of abuse, and had an acceptable internal consistency reliability (α = 0.74), and component loadings ranged between 0.91 and 0.89. We ultimately calculated scale scores as an occurrence of any of the behaviors comprising the scale (ie, a dichotomous scale score), as the distributions of the items were heavily left-censored. As a summary measure, we also examined the occurrence of any of the ten human rights violations. Considering the occurrence of all ten behaviors, alpha was still acceptable (α = 0.66).
Mental health factors
Social functioning measures the extent to which physical and emotional health interferes with or limits normal social activities. Four items (developed by Hays et al 24 ) measured the extent and frequency that participants experienced these physical and emotional problems 30 days prior to entering treatment (eg, To what extent did your physical health or emotional problems interfere with your normal social activities with your family, friends, neighbors, or groups?) on two scales, 0 (not at all) to 3 (quite a bit) and 0 (never) to 3 (all the time). The four scale items were internally consistent (α = 0.69). Suicide ideation measures the extent to which the participants had suicidal thoughts 30 days prior to treatment using a single item adapted from Lung and Lee (2008) . 25 Participants responded on a 0 (not at all) to 4 (extremely) scale. Suicide attempts was also measured by asking participants if they had attempted suicide (yes/no) 30 days prior to entering treatment.
Substance use
In order to determine the frequency and types of drugs being used among this population, participants were asked how often they used 14 substances in the past 6 months and past 30 days prior to entering treatment. As one goal is to examine the prevalence of substance use among the women in these DAT centers, all items were dichotomized to use (1) or no use (0). Here, we focused only on opium, hashish, heroin, and "crystal" (a potent form of heroin). (The additional substances included in the questionnaire were used by less than 2% of the sample in the past 6 months). Alcohol use was nearly nonexistent in this population with only one participant reporting drinking three out of 30 days prior to entering treatment. This low prevalence of alcohol use is likely because alcohol use is strictly against religious and government law and highly stigmatized.
Individual characteristics
Participants indicated their age (ie, date of birth, which is estimated, because Afghans do not typically keep track of their age), marital status (single, married, separated, divorced, widowed), ethnicity (Pashtun, Tajik, Uzbek, Turkmen, Hazara, Baloch, Kirghiz, Nuristani, Aimak, Arab), living situation prior to treatment (with spouse, with other family), and whether they had children. Participants indicated whether they were literate, their level of education (no school, primary school, secondary school, high school/vocational training, college, or higher), whether they were employed 6 months prior to entering treatment, and whether they had experienced a loss of a close family member due to war/conflict within the last 2 years. Participants rated 18 reasons for entering treatment using a 0 (not important at all) to 3 (very important) scale (eg, "Your family wanted you to go.").
Data collection
PIRE partnered with D3 Systems, Inc, a social and market research company based in Washington DC, and the Afghan Center for Socio-Economic and Opinion Research (ACSOR) in Afghanistan to collect the data for this study. ACSOR was founded in 2003 by D3 Systems and is a registered market and opinion research agency in Afghanistan with trained Afghan researchers and interviewers. ACSOR interviewers for this study included trained medical students residing in Afghanistan. An in-person structured interview that included questions previously validated in other treatment outcome studies was developed by PIRE, and carefully reviewed by ACSOR field staff and an expert panel of four Afghan DAT center directors or associate directors. Revisions were made to clarify meanings and to ensure cultural appropriateness of phrasing and terminology. The final instrument was translated into Pashto and Dari (the primary languages of our sample) and back-translated by ACSOR field managers to ensure linguistic equivalency. The translated instrument was also reviewed independently by two bilingual Afghan nationals contracted by PIRE.
Data used in this paper are drawn from the in-person baseline structured interviews that were conducted with female patients in three Afghan DAT centers by ACSOR trained female interviewers from February 2010 to September 2010. Consent forms and interview questions were read aloud by the ACSOR interviewers to the patients due to low literacy levels. Patients were provided with a consent form that was read aloud to describe the study, procedures, risks, and safeguards. Patients first consented to the release of their names and admission dates to the research team, and then to participate in the study. Patients were informed that their participation was voluntary and that their decision on whether to participate would not result in submit your manuscript | www.dovepress.com Dovepress Dovepress any penalties or benefits to them or to the centers. Patients were informed that their responses would be confidential and that they could decline to answer any questions. If the patient signed the consent form, the baseline interview was conducted at that time in a private room in the DAT centers to ensure confidentiality. The interviews took about 1 hour to complete. Participants were given a US$5 incentive for completing the interview.
Data analyses
Simple percentages and means were calculated to address research questions one and two. For research question two, we rounded scale scores to the nearest integer, such that they could be interpreted according to the actual response scale labels in the questionnaire. Inferential analysis examined relationships with human rights violations for research questions three and four. Research question three was answered by examining the relationship between individual characteristics and human rights violations using logistic regression. The two individual characteristics that were not dichotomous (age and education) were split at the median response to yield 40 years of age and younger versus over 40 years old, and no education versus some education. All four measures of human rights violations (gender-based inequality, maltreatment, abuse, and "any") were regressed on all of the individual characteristics in four analyses. Research question four was answered by examining the relationship of mental health problems and human rights violations using logistic regression. We regressed all four measures of human rights violations on all mental health factors.
Results
Individual characteristics
Of the 172 female participants with usable data, the mean age was 39 years with a range of 18-70 years. Participants were mainly Turkmen (30%), Pashtun (29%), Tajik (21%), or Hazara (12%). Seventy-two percent of participants were married, 15% were widowed, and 11% were single. Of those who were married, 96% of married participants had an arranged marriage, while 11% reported being forced to marry someone they did not want to marry. Most of the sample had children (70%), and, of those, the average number of children was two per participant with an average of two children living with them at the DAT centers. Before entering the DAT centers, 52% of participants lived with family and 45% lived with their spouse. The majority (88%) did not have any formal schooling. Most of them could not read before entering the DAT centers (91%). Most participants (86%) had not been employed 6 months prior to entering the centers. Thirteen percent had lost a close family member in the past 2 years due to war.
When given a list of 18 reasons for entering the DAT center, 63% said that family (including their spouse) wanting them to go into treatment was "very important." Other reasons considered "very important" were: "You decided for yourself that you wanted treatment" (50%); "You had medical or physical problems" (45%); "Your friends wanted you to go" (44%); and "Spouse or family was shamed/stigmatized by drug addiction" (27%).
The most commonly abused substances by participants were opium, crystal, hashish, and heroin (see Table 1 ). A total of 91% had used one or more of these four substances in the 6 months prior to entering treatment, while 88% had used one or more substances 30 days prior to entering treatment. Some participants reported no use in the past 6 months (8%) or past 30 days (10%), which is likely due to some participants trying to stop using drugs while on a waiting list prior to entering treatment. The most abused substance by participants was opium with 68% using in the 6 months before treatment and 66% using in the 30 days before treatment. The second most abused substance by participants was "crystal" (a potent form of heroin) with 28% of participants using in the past 6 months and 22% using in the past 30 days. These four substances account for the majority of substance use reported by these participants. Only three participants (2%) reported using other drugs asked about on the questionnaire (including hallucinogens, cocaine, sosigan, mandrax and heroin, other opiates, methamphetamines, other amphetamines, tranquilizers, barbiturates, other sedatives, or other substances) in the past 6 months and the past 30 days. 
Research question one: extent of human rights violations
Considering base rates, 50% of participants reported experiencing at least one form of human rights violations prior to entering the DAT centers; 35% reported gender-based inequality, 36% reported maltreatment, and 4% reported abuse (see Table 2 ). We realize that 4% is an extremely low base rate, so all correlations listed for abuse must be interpreted with extreme caution. We felt it was necessary to keep abuse in the analyses since physical and sexual abuse are issues Afghan women often face, but rarely self-report due to various reasons such as stigmatization and cultural norms. 12 Research question two: extent of mental health problems As Table 3 shows, almost the entire sample (91%) of women entering the DAT centers experienced some limitations with social functioning (ie, the extent to which physical and emotional health prevented them from engaging in normal social activities) 30 days prior to entering the centers, when defining "slightly/rarely" through "quite a bit/all the time" responses as having limited social functioning. Additionally, a large proportion of the sample (41%) had experienced some suicidal ideation 30 days prior to entering the centers, when defining "rarely" through "extreme" responses as having had suicidal thoughts. Additionally, 27% of participants attempted suicide at least once 30 days prior to entering the centers due to feelings of sadness or hopelessness.
Research question three: individual characteristics as risk factors for human rights violations
As can be seen in Table 4 , women who were married (38% vs 29%) were 5.08 times more likely to report indicators of maltreatment, and women of Pashtun ethnicity (62% vs 45%) were 5.80 times more likely to experience at least one of the human rights violations about which we asked. Women who were literate (80% vs 47%) were 14.74 times more likely to report at least one of the human rights violations about which we asked. Women who were employed were 4.76 times (inverse of odds ratio [OR] = 0.21) less likely to report gender-based inequality (17% vs 37%). Women who entered DAT because of their own desire were 2.30 times more likely to report being victims of maltreatment (43% vs 28%), 3.34 times more likely to report gender-based inequality (44% vs 26%), and 2.91 times more likely to report at least one human rights violation (58% vs 42%). Table 5 ).
Research question four: mental health problems as risk factors for human rights violations
Discussion
Profile of women entering drug abuse treatment
The majority of women in the DAT centers had not received formal schooling, could not read, and had not been employed. This is consistent with the profile of a typical female Afghan drug user who has even less education and is more than twice as likely to not have a job than other females. 12 Lack of education and employment among Afghan females is also due to the fact that they are expected (sometimes forced) to marry young, typically around the age of 15 years old, and are pressured to have children immediately. 26 Most women in our sample reported an "arranged" marriage, while a smaller number reported being "forced" to marry someone they did not want to marry.
The most commonly abused substances by women entering the DAT centers were opium, crystal, hashish, and heroin. Most of the study participants had used one or more of these substances 30 days prior to treatment. Our results are similar to those reported by the United Nations Office on Drug Use and Crime, 12 which found that Afghan citizens are increasingly dependent on cannabis, opium, heroin, opioids, and tranquilizers and suffering severe mental, physical, and social problems as a result of their addiction.
Human rights violations
Half of the women in our sample experienced at least one type of human rights violation prior to entering the DAT centers. About one-third of these women experienced some form of maltreatment, including denial of food or shelter, forced to live in social isolation, forced to consume drugs, and forced to work in poppy cultivation. This is consistent with findings from similar studies that indicate "lack of food and water" is an extremely traumatic event, 9 social isolation is an ongoing problem, 7 and husbands sometimes force their wives to consume drugs to keep them from fighting back or from leaving. 13 While other research has not reported the rates of women being forced to work in poppy cultivation, news reports indicate this is a reality for some Afghan women. 27, 28 About one-third of the women experienced gender-based inequality prior to entering the DAT centers, including being forbidden to go in public without a male relative, forbidden to drive a car, and denied education. These findings are not surprising given the strict enforcement of laws forbidding females to attend school or work outside the home. 3 Although the Taliban regime has ended, some maintain that women's rights have yet to be restored to pre-Taliban traditions, 16, 26 and the majority of females are still not attending school. 29 Physical and sexual abuse violations had a relatively low base-rate phenomenon with a very small percentage of women reporting these types of abuse prior to entering the DAT centers. This is consistent with other reports finding this to be a rare -and likely underreported -event. 12 In an attempt to address the issue of underreporting, a 2008 United Nations Office on Drugs and Crime (UNODC) study 30 asked Afghan women whether they knew any women who were addicted to drugs and had been raped, and 54% said yes. This suggests that sexual abuse does occur among this population but that it is not reported due to stigma or shame. Alternatively, it is also possible that some women may not feel this type of behavior is a violation of their rights, but rather a tolerated behavior between husband and wife in Afghan society. 31 As evidence of this, a law was passed in 2009 permitting "marital rape" in Afghanistan. 32 
Mental health problems
Most of the women in this sample reported limited social functioning, which is likely due to the fact that women are denied rights and freedoms that would encourage social functioning, such as walking freely in public, going to school and work, and talking openly in social settings. 33 Many of the women had experienced suicide ideation before entering the centers, which is common among this population. 8 And, nearly one-third of the women (27%) had attempted suicide 30 days prior to entering the DAT centers, which is a higher percentage than those reported from a sample of Afghan women in Taliban controlled areas (16%) and non-Taliban controlled areas (9%). 8 Further, this percentage is extremely high when compared to the worldwide rate of suicide attempts. 34 
Risk factors for human rights violations
Married women were more likely to report maltreatment prior to entering the DAT centers. This is consistent with research that indicates that human rights violations among Afghan women are inflicted mostly by husbands. 3, 13, 35 Also, women of Pashtun ethnicity were more likely to have experienced at least one form of human rights violation prior to entering the DAT centers, which follows research that indicates that Pashtun communities still impose Taliban-like conditions where women are treated dishonorably and denied basic rights. 36 Women who reported being able to read also reported greater human rights violations prior to entering the DAT centers, which might be explained by the fact that more educated Afghan women are more aware of their basic rights and thus more likely to report violations. 37 Employed women were less likely to have experienced gender-based inequality, which is likely because women who are working outside the home have fewer social restrictions conferred upon them. 
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Women who entered treatment because of their own desire were more likely to have experienced gender-based inequality. Because these DAT centers offered women residential treatment, women may have seen the centers as an alternative form of shelter. Women with limited social functioning were more likely to have experienced all forms of human rights violations except for gender-based inequality. Women who are mistreated and abused likely experience inadequate social functioning due to the restrictions placed on them by their spouses or family members, and possibly by the shame and terror they feel from experiencing such abuse. Although no significant relationships were found for women who had suicide ideation, women who had attempted suicide were more likely to report experiencing all forms of human rights violations. These findings emphasize that human rights violations have a severe impact on the mental health of Afghan women, and suggest that reducing such violations might also help reduce suicide attempts among these women. The results from this study related to the relationships between mental health and human rights violations are supported by Cardozo et al's research 9 that indicates the most traumatic events reported by Afghan women were related to denial of human rights, and other research that shows that women experiencing these violations also report serious mental health problems. 8 Several limitations of this study need to be addressed. First, this was not a generalizable sample of drug-addicted women in Afghanistan, but rather a purposive sample of women who entered three female DAT centers in Afghanistan, which were the only addiction services available for women at the time of this study. The majority of Afghan women live in rural areas, where little has changed for decades, and daily conditions are especially harsh in western Afghanistan. 3, 35 Because the women sampled had access to treatment, it could indicate that these women had greater means, resources, or support than other drug-addicted women in Afghanistan. Second, we have very low base rates for physical and sexual abuse in the human rights violations scale. Future research with this population needs to be conducted to help us better understand the prevalence of sexual and physical abuse as well as related attitudes around this issue. Third, we had small effect sizes for our results in general. However, we still feel that these results provide a first step toward better understanding the severe impact of human rights violations on Afghan women. Finally, due to the fact that research on the denial of women's human rights in Afghanistan is in its early stages, much work needs to be done with regard to scale development. For example, there is a lack of formative work determining what Afghan women (of various ages and ethnicity) perceive as violations to their rights versus moral or cultural expectations. Qualitative research could help enrich the results reported from this study and would better our understanding of the perceptions and impact of human rights violations among Afghan women.
Conclusions and implications
This study found that women entering DAT centers had experienced a high rate of human rights violations prior to entering the centers. To be effective, DAT centers need to add services that help female patients cope with the human rights violations they have experienced. Also, services should be provided that may help prevent future human rights violations. For example, this study showed that women who were employed were less likely to have experienced human rights violations. Therefore, offering educational classes and vocational skills training may provide Afghan women with opportunities that could prevent this type of abuse. It is important that treatment programming take into consideration the cultural and contextual factors of women living in a war-torn country where denial of women's basic human rights is the norm.
The study showed that female patients who reported coming to the DAT centers due to their own desire were also more likely to have experienced human rights violations prior to entering the centers. Further, patients who were married, literate, unemployed, or of Pashtun ethnicity were more likely to have experienced human rights violations. These individual characteristics should be used as a guide to identify patients at treatment entry who are most in need of special services that help women deal with human rights violations.
Significant relationships between mental health problems and human rights violations were also found, including limited social functioning and suicide attempts. More emphasis should be placed on helping women in treatment cope with their experiences of human rights violations which, in turn, may strengthen their mental health. Because women in the DAT centers in this study come from rural areas with minimal professional services for them to use after residential treatment, it is important that these specialized services be provided at the DAT centers. This study found that many drug addicted women in Afghanistan who enter DAT have mental health problems. As such, many of the women in Afghan DAT programs suffer from co-occurring substance abuse and mental disorders. Understanding the importance of integrating treatment services for substance abuse and mental disorders is critical for Afghan residential DAT providers to assist their female patients in achieving effective and healthier lives. Further, despite its prevalence, few DAT programs assess, treat, or educate patients and/or staff about trauma. 38 Failure to address this issue has serious consequences, including relapse, greater violence that leads to increased substance abuse, and higher rates of depression. 39, 40 Given the connection between spirituality and recovery from trauma such as the mental health problems found in this study, 41 treatment approaches that include a spiritual component offer survivors an opportunity to explore and reestablish their own personal sense of spirituality as they reflect on the lessons learned from their trauma experience. Given the prominence of the Islamic faith in Afghan culture, incorporating spirituality into the counseling regimen of Afghan women's DAT programs represents a promising practice that could assist in their recovery from addiction and trauma.
In conclusion, more research about human rights violations and mental health problems among Afghan women is needed. Further, an evaluation of the recommended changes in Afghanistan DAT centers should be conducted in a larger study in order to determine the effectiveness of these services in increasing mental health and coping among Afghan women.
